DR. PATTERSON: A radiograph of the leg was obtained on admission and revealed a small radio-dense object, most likely a piece of embedded coral. There was no soft-tissue gas detected.
So, we are presenting a 65-year-old man with a soft-tissue injury involving salt water and coral two weeks prior to admission. It has progressed to form a large area of cellulitis with central necrosis. Furthermore, a radiograph of the area has shown a retained foreign body. DR. BIA: What potential causative organisms might we consider in a situation like this? A PHYSICIAN: It seems to me that the possibilities are broad and very diverse. They include many bacterial species, in addition to mycobacteria and algae. Perhaps a biopsy of the area, including debridement of the foreign body and culture of the specimen, would be helpful. A PHYSICIAN: Were any bullae present? DR. PATTERSON: There were no bullae present at the time of admission, and he did not recall any vesicles or bullae earlier in the course of the illness. DR. VINCENT T. ANDRIOLE: (Professor of Medicine): I agree that the differential diagnosis is diverse, but it should also include certain unusual fungi, which are endogenous to that area and fairly innocuous unless introduced by trauma.
I saw a Jamaican man who had an impressive case of chromomycosis caused by Phialophora verrucosa, resulting in a chronic infection which was very difficult to treat. It can cause this kind of cellulitis, as either a superficial or deep wound infection; however, it typically causes pedunculated verrucous lesions, which you did not describe in this patient. DR. BIA: Is that organism found in fresh or salt water? DR. ANDRIOLE: P. verrucosa is a soil organism, and infections have been reported mainly in farm workers from tropical areas. I do not know if he acquired his infection from water or from soil, while he was on the beach. DR. PATTERSON: This infection was temporally related to the patient's coral injury.
After the injury he was careful to keep the lesion bandaged and avoided both soil and saltwater contamination. A PHYSICIAN: You must consider the possibility of a non-cholera vibrio infection, with particular consideration given to Vibrio vulnificus. Vibrio [3] . V. alginolyticus requires a halophilic environment to grow in the laboratory and requires sodium chloride to thrive in the natural environment as well [5] . The [6] [7] [8] [9] [10] . Several cases of V. alginolyticus infection reported from Connecticut were acquired in Long Island Sound [5, 9] .
Halophilic vibrios grow well on nutrient or MacConkey's agar, but are best isolated using a vibrio-selective media such as thiosulfate-citrate-bile salt (TCBS) agar [3] . Selective media were not initially requested for culturing this patient's tissue specimen. It was fortunate that, despite the heavy growth of S. aureus, one colony of a gram-negative organism was identified.
In recent years, most of the attention given to the halophilic vibrios has been centered upon Vibrio vulnificus [11] [12] [13] [14] complicated by sepsis [15] . Such infections have been reported to occur most commonly in patients with cirrhosis, iron-overload states, or underlying malignancies [ 1] . Often infection occurs after ingestion of raw seafood [12] .
V. parahaemolyticus is another halophilic vibrio which most often causes gastrointestinal infections but also present as cellulitis [8] .
Clinical infections due to V.
parahaemolyticus are usually less dramatic than the typical course for V. vulnificus and more closely resemble those caused by V. alginolyticus.
Cellulitis, otitis media, otitis externa, and conjunctivitis are the most common presentations of V. alginolyticus infections [2, 3, 5, [16] [17] [18] ; rarely, bacteremia has occurred in immunocompromised hosts [3] . The course of disease seen in our patient is typical for V. alginolyticus infection. Typically, V. alginolyticus is isolated from infections associated with necrotic lesions; however, the course is usually more indolent than that seen with V. vulnificus infections. V. alginolyticus ear infections, both otitis externa [16, 18] and media [9] , have been described in swimmers. One such patient acquired an infection after swimming in Long Island Sound [9] . Conjunctivitis has been associated with exposure to seashells; this infection occurs most commonly in fishmongers and fishermen [10] . One reported patient was a gardener who used seashells in his yard [17] .
Soft-tissue infections are the most common infections caused by V. alginolyticus. Frequently the skin lesions occur after a saltwater injury, especially one involving coral [16] . The infections can range from a mild cellulitis, which usually has a component of necrosis, to a severe necrotizing fasciitis. In our patient the process remained localized, but he required repeated debridement of necrotic muscle. Skin grafting was also required, but this procedure is not uncommon when dealing with V. alginolyticus infections [2, 5] .
Howard et al. reviewed 18 cases of halophilic vibrio infections [2] . Only one was specifically identified as V. alginolyticus. Risk factors for such infections included underlying liver disease, corticosteroid use, and malignancy. Six of the 18 patients died, and three of the 18 required amputation of an extremity.
In that series, debridement seemed more crucial for effective therapy than antibiotic treatment. Pien et al. [16] reported eight V. alginolyticus infections; five were soft-tissue infections, and two were directly related to coral. Several patients improved with only debridement, local care, and either no antibiotics or antibiotic therapy to which the organism was resistant in vitro [16] . V. alginolyticus infection can be indolent, as it was in our patient, and it can even develop into a chronic infection [5] .
Mixed bacterial infections which include V. alginolyticus have been described [5, 10, 16] . A plane crash survivor suffered immersion in Long Island Sound and had multiple water-associated organisms cultured from his wounds, including V. alginolyticus [9] . Several case reports describe both S. aureus and V. alginolyticus isolations from the same wound, as was seen in our patient [5, 16] .
Most strains of V. alginolyticus are susceptible to tetracyclines, as are most of the non-cholera Vibrio species; doxycycline and tetracycline are the drugs of choice for these infections. They should be instituted empirically if a vibrio infection is suspected [6] . V. vulnificus is often susceptible in vitro to many drugs, including penicillin, but clinical experience has shown penicillin and other beta-lactam antibiotics are less effective than the tetracyclines for treating vibrio infections [ 19] . The V. alginolyticus isolate from our patient was resistant to both penicillin and cephalothin. His lesion progressed despite surgery and antibiotic therapy with the antibiotic combination of cephalothin and gentamicin.
In summary, our patient developed an indolent, necrotic, skin infection after sustaining a coral injury in salt water. While early treatment with tetracyclines might have improved the therapeutic outcome, debridement of residual coral in conjunction with parenteral doxycycline therapy was crucial to eradicating his infection. V. alginolyticus and other halophilic vibrios present significant health risks which must be considered in the differential diagnosis of infections appearing after saltwater injuries associated with coral.
